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STATE OF CALIFORNIA
DEPARTMENT OF CALIFORNIA HIGHWAY PATROL
APPLICANT HEALTH QUESTIONNAIRE
CADET CALIFORNIA HIGHWAY PATROL
CHP 73 (Rev. 1-15) OPI 070
INSTRUCTIONS:  Complete both sides of this form prior to your physical examination and give to the physician at the time of the examination.  Answer all questions completely and accurately.  Any misstatement or material omission may be cause for rejection.
DO NOT LEAVE YOUR PRESENT EMPLOYMENT TO ACCEPT A POSITION IN STATE SERVICE UNTIL YOU HAVE BEEN SPECIFICALLY NOTIFIED TO REPORT FOR WORK.  MEDICAL CLEARANCE IS REQUIRED PRIOR TO EMPLOYMENT AS A CADET, CALIFORNIA HIGHWAY PATROL.
The use of the Social Security number on this form and CHP 73B, Medical Evaluation, are for positive identification of the applicant only and for no other purposes.
SEX
Have you ever, do you now have, or has a physician ever told you that you had any of the following?  For all "YES" answers, supply full details under comments.  Identify item number - include diagnosis, date of onset, and present condition.  List the part of the body affected (include right or left where appropriate), treating physician and address, hospital and address, duration of treatment, and permanent disability, if any.
CONDITION
YES
NO
COMMENTS (continued on reverse)
1.     HEAD INJURY
2.     BACK TROUBLE OR BACK PAIN
3.     WORN A BACK BRACE
4.     ANY DEFECT OF BONES OR JOINTS INCLUDING AMPUTATIONS, DISLOCATIONS OR BROKEN
        BONES.
5.     ORTHOPEDIC DISABILITY
6.     RHEUMATISM, ARTHRITIS, BURSITIS
7.     TRICK OR LOCKED KNEE/KNEE INJURY
8.     FOOT TROUBLE
9.     EYE INJURY, SURGERY, DISEASE OR RADIAL KERATOTOMY
        
        TYPE OF SURGERY:  
        
        DATE OF SURGERY:
10.   WORN GLASSES
11.   WORN CONTACT LENSES (                                          )
       
        FOR SOFT CONTACT LENS WEARER.  DURATION;  YEARS                       MONTHS 
12.   ABNORMAL COLOR VISION
13.   HARD OF HEARING OR HEARING PROBLEMS
14.   WORN A HEARING AID
15.   HEADACHES
16.   MENTAL ILLNESS, NERVOUS BREAKDOWN, EMOTIONAL PROBLEM, STRESS DISORDER OR
        CHEMICAL IMBALANCE
17.   BEEN ADDICTED TO DRUGS OR ALCOHOL
18.   FAINTING OR DIZZY SPELLS
19.   RECURRENT NAUSEA
20.   EPILEPSY OR CONVULSIONS
21.   ANY DISORDER OF THE NERVOUS SYSTEM
22.   TUBERCULOSIS OR OTHER LUNG TROUBLE
23.   SHORTNESS OF BREATH
24.   PROLONGED TIME TO RECOVER FROM SHORTNESS OF BREATH
25.   ASTHMA
26.   BRONCHITIS
27.   SKIN CONDITION
28.   SENSITIVITY TO DUST
29.   OTHER ALLERGIES
30.   ANY SPEECH IMPAIRMENT
31.   CANCER OR MALIGNANCY
32.   TUMOR GROWTH OR CYST
33.   ANY COMPLICATION FROM CHILDHOOD DISEASES
34.   POLIO, CAUSING LIMITATION
35.   RHEUMATIC FEVER
39.   SWOLLEN ANKLES
40.   COLD HANDS OR FEET EVEN IN WARM WEATHER
41.   FREQUENT CRAMPS IN YOUR LEGS
42.   HIGH OR LOW BLOOD PRESSURE
43.   VARICOSE VEINS
44.   PERNICIOUS ANEMIA, LEUKEMIA OR OTHER BLOOD DISORDER OR AILMENT
45.   ANY VENEREAL DISEASES
46.   DIABETES OR SUGAR IN URINE
47.   KIDNEY OR BLADDER TROUBLE
48.   HEPATITIS, JAUNDICE OR OTHER LIVER AILMENT
49.   ULCERS OR OTHER STOMACH TROUBLE
50.   COLITIS OR OTHER BOWEL PROBLEMS
51.   GALL BLADDER TROUBLE
52.   PILES, HEMORRHOIDS OR BLOOD IN STOOL
53.   RUPTURE OR HERNIA
54.   AN OPERATION?
55.   EVER BEEN HOSPITALIZED?
76.   AN INJURY WITHIN THE LAST FIVE YEARS WHICH CAUSED YOU TO LOSE TIME FROM WORK 
        OR SCHOOL?
77.   BEEN REJECTED, DEFERRED, DISCHARGED OR RELEASED FROM EMPLOYMENT,
        CALIFORNIA STATE SERVICE OR FROM THE ARMED FORCES FOR MEDICAL, EMOTIONAL 
        OR HEALTH REASONS? 
58.   HAVE YOU TAKEN ANY MEDICATION WITHIN THE LAST 12 MONTHS FOR ANY REASON?
59.   BEEN TREATED FOR A FEMALE DISORDER?
60.   HAD DYSMENORRHEA (PAINFUL OR DIFFICULT MENSTRUATION)?
61.   HAD A CHANGE IN MENSTRUAL PATTERN?
62.   ARE YOU PREGNANT?
63.   HEAD TRAUMA
64.   MIGRAINE HEADACHES (WITHIN THE PAST TEN YEARS)
65.   DEFECT OF BONES OR JOINTS, INCLUDING AMPUTATIONS, MSSING FINGER(S), TOE(S),
        HAND, FOOT, ARM OR LEG
66.   ANY BACK OR NECK PAIN, INJURY, OR ANY CHRONIC BACK, NECK PROBLEMS
67.   FRACTURE, SURGERY OR OTHER PROBLEMS WITH HANDS, WRISTS, ELBOWS, OR
        SHOULDERS
68.   FRACTURE, SURGERY OR OTHER PROBLEMS WITH HIPS, KNEES, ANKLES OR FEET
69.   SURGERY OR PHYSICAL THERAPY
70.   SLEEP APNEA OR DIFFICULTY STAYING AWAKE AND ALERT
71.  THYROID DISORDER
72.   DYSLEXIA OR LEARNING DISABILITY (e.g. ADD, ADHD)
73.   HAVE YOU EVER WORKED AS A PEACE OFFICER BEFORE?
74.   HAVE YOU EVER FAILED TO COMPLETE A PEACE OFFICER ACADEMY TRAINING PROGRAM?
75.   HAVE YOU EVER FAILED A PRE-PLACEMENT MEDICAL OR PSYCHOLOGICAL EXAMINATION?
78.   RECEIVED OR APPLIED FOR PENSION OR WORKERS COMPENSATION FOR DISABILITY OR 
        INJURY?  FOR WHAT?  HOW LONG?
79.   IF YOU SERVED IN THE MILITARY AND WERE DISCHARGED, DID YOU EVER APPLY TO THE 
        VETERAN'S ADMINISTRATION FOR SERVICE-CONNECTED DISABILITY FOR MEDICAL 
        INJURIES?
        IF YES, WHAT PERCENT DISABILITY CLASSIFICATION DO/DID YOU HAVE?              %
        
        FOR WHAT KIND OF MEDICAL INJURY WAS THE AWARD GRANTED? PROVIDE DETAILS
80.   HAVE YOU EVER BEEN REFUSED EMPLOYMENT OR BEEN UNABLE TO HOLD A JOB
        BECAUSE OF ANY PHYSICAL, PSYCHOLOGICAL, OR OTHER MEDICALLY-RELATED REASON?
81.   HAVE YOU EVER BEEN TERMINATED OR RESIGNED FROM EMPLOYMENT, OR HAD TO 
        CHANGE JOB POSITIONS DUE TO A PHYSICAL, PSYCHOLOGICAL, OR MEDICALLY-RELATED
        REASON?
82.   HAS YOUR DRIVER'S LICENSE EVER BEEN SUSPENDED OR REVOKED DUE TO MEDICAL
        REASONS?
83.   HAVE YOU EVER BEEN ABSENT FROM WORK DUE TO JOB STRESS?
84.   HAVE YOU EVER HAD A POSITIVE DRUG OR ALCOHOL TEST?
85.   ARE YOU NOW OR HAVE YOU EVER BEEN ENROLLED IN A DRUG OR ALCOHOL 
        REHABILITATION PROGRAM?
86.   PER WEEK, I DRINK               BOTTLES/CANS OF BEER                GLASSES OF WINE
 
                     GLASSES OF HARD LIQUOR
56.   ANY PHYSICAL OR EMOTIONAL LIMITATIONS?
57.   ARE YOU CURRENTLY UNDER A DOCTOR'S CARE FOR ANY OTHER ILLNESS OR PHYSICAL
        CONDITION NOT NAMED ABOVE?
36.   HEART TROUBLE, INCLUDING CIRCULATORY
37.   PAIN IN YOUR HEART OR CHEST
38.   A THUMPING OR RACING HEART
CONDITION
YES
NO
COMMENTS 
PRIVACY NOTICE
AGENCY:  California Highway Patrol.  AUTHORITY:  Government Code Sections 1031(f) and 18931.  PURPOSE:  The information you furnish will be used to evaluate your medical fitness to carry out the duties of the position of Officer, California Highway Patrol without endangering the health and safety of yourself or others.  PROVIDING INFORMATION:  Medical clearance is required prior to employment in State service.  EFFECTS OF NOT PROVIDING INFORMATION:  Omission or misrepresentation of information may result in forfeiture of all rights to employment as an Officer, California Highway Patrol.  
OTHER INFORMATION:  During the course of the medical review you may be required to furnish additional information relating to your fitness for this position.  ACCESS:  Your medical records will be maintained in a confidential manner and may be reviewed, with certain limitations and with proper authorization, by contacting the CHP, Selection Standards & Examinations Section.  The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other
entities covered by GINA Title II from requesting, or requiring, genetic information of an individual of family member of the individual, except as specifically allowed by this law.  To comply with this law, we are asking you that you not provide any genetic information when responding to this request for medical information.  "Genetic information," as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests, the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.
87.   HAS ANYONE EVER BEEN CONCERNED ABOUT YOUR DRINKING OR SUGGESTED THAT 
        YOU CUT DOWN?
88.   HAVE YOU EVER BEEN CONVICTED OF DRIVING UNDER THE INFLUENCE?
89.   HAVE YOU EVER FELT BAD ABOUT YOUR DRINKING?
90.   HAVE YOU EVER HAD A DRINK FIRST THING IN THE MORNING TO STEADY YOUR NERVES 
        OR TO GET RID OF A HANGOVER?
91.   ANY OTHER ILLNESS, INJURY OR PHYSICAL CONDITION NOT NAMED ABOVE, OTHER THAN
        CHILDHOOD DISEASE OR MINOR ILLNESSES? INCLUDE OCCUPATIONAL OVEREXPOSURES.
CONDITION
YES
NO
COMMENTS 
PHYSICIAN CERTIFICATION —— Examining physician must review this form and certify by initialing and dating this box.  All "yes" answers must be commented on by the physician.
INITIALS
DATE
ADDRESSES
NAMES OF HOSPITALS WHERE CONFINED FOR TREATMENT
OF CONDITION DESCRIBED ABOVE
ADDRESSES
NAMES OF DOCTORS WHO WERE CONSULTED FOR TREATMENT OF CONDITION DESCRIBED ABOVE
CERTIFICATION
I certify that I have provided true and complete information concerning my health.  (Any misrepresentation or material omission may be cause for rejection.)
SIGNATURE OF APPLICANT
FOR CHP MEDICAL OFFICER
SIGNATURE
APPLICANT HEALTH QUESTIONNAIRE - CHP 73
Rev. 1-15: Added more questions & more infor. to PRIVACY NOTICE - jn
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